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Infected abdominal aortic aneurysm caused
by Brucella abortus: A case report
Sang-Jun Park, MD,a Mi-Na Kim, MD,b and Tae-Won Kwon, MD, PhD,c Seoul, Korea
This case report describes an infected aneurysm caused by Brucella abortus. To the best of our knowledge, this case
represents the first reported occurrence of an infected abdominal aortic aneurysm caused by this pathogen. The clinical
findings included mild fever, fatigue, cold sweats, and abdominal pain. The diagnosis was reached by computed
tomography scanning. The patient was treated by urgent surgery, which consisted of resection of the aneurysmal sac,
prosthetic graft replacement, and omental wrapping. Antibiotics were administrated for 3 months. A bacteriologic
specimen was isolated from the blood culture. At 1 year 10 months after surgery, the patient remains in good health.
( J Vasc Surg 2007;46:1277-9.)Brucellosis, Malta fever, or undulant fever is a bacterial
zoonosis transmitted directly or indirectly to humans from
infected animals, predominantly ruminants and swine. Its
distribution is worldwide, especially in the Mediterranean,
Asia, Africa, and South and Central America. Human bru-
cellosis is usually associated with occupational or domestic
exposure to infected animals or their products. Infection is
caused by direct animal contact, eating their dairy products,
or inhalation of aerosol form.1 In Europe and the United
States, farmers, shepherds, goatherds, veterinarians, and
workers in slaughterhouses and meat-processing plants are
occupationally exposed to infection; however, person-to-
person transmission is extremely rare.1
An infected aneurysm is a very rare complication, and
most reported cases of infected aneurysm occur as a second-
ary complication after infective endocarditis. To date, there
has been no report in Korea of an infected aneurysm caused
by a Brucella species.
CASE REPORT
A 59-year-old man was admitted for evaluation of
febrile sensation, chills, cold sweats, and chronic fatigue of
2 months’ duration. The patient had visited another clinic
and had been tested for abnormal liver function 1 month
previously. He denied a having a history of hypertension,
diabetes mellitus, or any infectious disease. His family his-
tory was unremarkable except that his younger brother had
died of hepatocellular carcinoma.
The patient said he was a construction worker, but after
his diagnosis was confirmed, we asked again whether his job
was related to the diary industry, domestic animals, or
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doi:10.1016/j.jvs.2007.06.043animal slaughter. He then admitted that he had been an
illegal animal slaughterer for 10 years and had only changed
jobs several months earlier. He killed cattle and cooked
with the blood of cattle. The patient was a heavy drinker
but did not smoke. He had not gone abroad and had not
been in contact with any infected individuals during the
past 6 months.
On physical examination, his blood pressure was
120/70 mm Hg, pulse rate was 102/min, respiration rate
was 20/min, and body temperature was 37.8°C. He had
mild tenderness in the lower abdomen, and bruit was heard
on auscultation.
His laboratory values (reference range) were white
blood cell count, 3100/L (4000 to 10,000/L); hemo-
globin, 11.6 mg/dL (14.0 to 18.0 mg/dL); platelet count,
31000/L (140,000 to 400,000/L); erythrocyte sedi-
mentation rate (ESR), 45 mm/h (0 to 9 mm/h); C reactive
protein (CRP), 2.91 mg/dL (0.0 to 0.5 mg/dL); aspartate
aminotransferase, 78 IU/L (15 to 40 IU/L); and alanine
aminotransferase, 64 IU/L (0 to 40 IU/L). His other
laboratory findings were within normal ranges.
Abdominal computed tomography (CT) scans demon-
strated contrast filling of a protruding mass at the right side
of the aortic bifurcation, which was considered to be a
saccular aneurysm (Fig 1). Gram staining of a blood culture
revealed gram-negative coccobacilli. Transthoracic echo-
cardiogram revealed no evidence of endocarditis or vegeta-
tion.
A diagnosis of an infected aneurysm of the aortic bifur-
cation was made, and urgent surgery was recommended.
An initial antibiotic, ciprofloxacin (400 mg), was adminis-
tered intravenously twice daily. The aneurysm was located
at the right side of the aortic bifurcation and was densely
inflamed with phlegmon (Fig 2).
The aneurysm, aortic bifurcation, and any visible in-
fected tissue were completely removed (Fig 3). After resec-
tion, a Y-shaped in situ polytetrafluoroethylene graft bypass
was used to restore circulation. The proximal diameter of
the graft was 16 mm, and both of the distal diameters were
8 mm. End-to-end anastomosis was done at the aortic end
and both of the common iliac arteries. The graft and
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head indicates the infected aneurysmal sac.
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isolate them from infected tissue (Fig 4).
On the postoperative day 8, the preoperative blood
isolates was identified as Brucella abortus. Laboratory de-
tection of Brucella and species identification is based on
nucleic acid amplification. We identified the Brucella spe-
cies from the sequencing of 16S ribosomal RNA and dis-
tinguish Brucella abortus from the other species by the
outer membrane protein 2 (Omp2) region on polymerase
chain reaction.2
The antibiotic therapy was changed to doxycycline and
rifampin after 4 weeks of ciprofloxacin. The patient’s fever
disappeared on postoperative day 5, and ESR and CRP
decreased to normal level. The patient was discharged on
postoperative day 24 and continued taking oral doxycycline
and rifampin for 2 months. One year after the operation,
Fig 3. All infected tissue was completely removed. The black
arrow indicates the end of the aorta, and the white arrow indicates
the remaining right external iliac artery.
Fig 4. Arterial continuity was reconstructed by in situ with a
polytetrafluoroethylene graft interposition, and the graft was
wrapped with great omentum.Fig 1. Reconstructed computed tomography scan shows a saccu-Fig 2. An infected sac is located between the aorta and the
external and internal iliac arteries. The sac adheres to adjacent
tissue. The black arrows indicate the right external and internal iliac
arteries, the white arrow indicates the aorta, and the black arrow-the CT scan shows good position of the prosthetic graft and
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remained symptom-free, and there has been no evidence of
recurrence or complications for 1 year and 10 months.
DISCUSSION
Infected aneurysm is a very rare complication of bru-
cellosis. Most reported infected aneurysms caused by the
Brucella spp have been peripheral arterial aneurysms, which
Fig 5. A computed tomography scan shows no evidence of infec-
tion around the aortic bifurcation.
Fig 6. A reconstructed computed tomography scan shows the
good position of the prosthetic graft.were secondary complications of infective endocarditis.3-7Our patient had a primary infected abdominal aortic
aneurysm without any evidence of preceding infective en-
docarditis; the infection was caused by B abortus. To our
knowledge, this is the first time that an infected abdominal
aortic aneurysm caused by B abortus has been reported in
the worldwide medical literature as well as the first case of
an infected aneurysm caused by the Brucella spp to be
reported in Korea. B abortus is the most frequent identified
among the Brucella spp in animals and humans in Korea.8
Brucella is transmitted from animal to humans by sev-
eral main routes, which are consuming contaminated milk
or meat, direct contact with infected tissues (blood, con-
junctiva, or broken skin), or inhalation by laboratory per-
sonnel.1 We did not find out the exact mechanism of
infection in our patient, but we theorize that his job was
closely related to the infection.
In the surgical treatment of infected AAA, the choice of
method for revascularization remains controversial.9,10 For
this patient, our clinical experience led us to apply an in situ
graft interposition rather than extra-anatomic bypass such
as an axillofemoral bypass. Extensive eradication of infected
tissue, in situ graft interposition, omental wrapping, and
extended antibiotic therapy may also be successful treat-
ments for an infected aneurysm caused by B abortus.
Doxycycline and rifampin are well-known agents for
treating brucellosis.1 These regimens may be optimal
agents for the treatment of infected AAA caused by B
abortus, and the duration of antibiotic administration
should be at least 6 weeks.11
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